OPSOMMING
INTRODUCTION

RESEARCH PROBLEM
These WHO guidelines are demanding and require that a health care facility be fully equipped if it is to effectively provide PMTCT services. However, in South Africa, the majority of health care facilities do not meet this standard. Problems like staff shortage, poor delivery of medication, lack of proper consultation and counselling rooms, are experienced in several health insti-tutions throughout the country. This project sought to investigate factors that may influence the utilisation of PMTCT services by pregnant women in the Eastern Cape Province, a poorly-resourced province of South Africa. This study sought to investigate pregnant women whose HIV status had just been confirmed so as to study in particular factors influencing their participation in the prevention of mother-to-child transmission of HIV.
RESEARCH QUESTION
The research question guiding the study was: What are factors influencing utilisation of PMTCT services by pregnant women?
RESEARCH AIM
The study aimed at identifying factors influencing utilisation of PMTCT services by pregnant women in a resource poor setting, in particular aspects of PMTCT services relating to:
• acceptance of antiretroviral therapy (ART) by HIV positive women; • use of facility-based delivery where improved obstetric practices are utilised, and supervision of ART for mother and newborn; and • adherence to "take-home" ART for mother and newborn when given to HIV positive women at Ante Natal Classes (ANC).
SIGNIFICANCE OF THE STUDY
It is crucial that factors influencing the utilisation of PMTCT services in a resource poor setting should be studied. This is particularly important in the context of South Africa where health resources are unevenly distributed between rural and urban areas, including distribution of health providers. Certain health institutions in the rural areas still lack basic resources for provision of good health care.
In South Africa an evaluation of PMTCT in pilot sites found that it is feasible to implement PMTCT but that there are also numerous operational challenges for establishing and expanding a PMTCT programme under routine health service conditions. In some part this is due to supply side issues such as overburdened staff. But in a major part, there is a lack of demand for women to accept all the services that make up PMTCT programmes. The medical recommendations made in PMTCT programmes are often difficult for women to implement as they are overshadowed by community norms, values and beliefs. Women's decision to participate fully in a PMTCT programme is influenced by the opinions of their partners, as well as other family and community members. Also, this decision is influenced by women's perceptions and fear of possible negative reactions by others. Partners, parents, in-laws, and other relatives have varying degrees of influence about testing, disclosure and drug treatment, and often have significant authority over infant feeding.
And if women are able to decide on their own to adhere to all of the recommended practices, they are going against social norms. A clear example is the issue of infant feeding, in which neither one of the recommended behaviours for HIV positive women -breast milk substitutes or exclusive breastfeeding and then early weaning -are normative practices. It has therefore been difficult to reach most pregnant women with the full package of PMTCT interventions (Rutenberg, Baek, Kalibala & Rosen, 2003:3) .
LITERATURE REVIEW
The literature review covers three areas of importance, namely: the national situation regarding PMTCT services, considerations relating to the target community, and the situation in the Eastern Cape Province with special reference to the regional health services.
The South African government has been conducting pilot studies in all nine provinces of South Africa to test the implementation of Nevirapine in preventing the transmission of HIV/AIDS from mother to child. The Health Systems Trust (McCoy, 2002: 3) conducted a study of PMTCT services at 18 pilot sites where PMTCT services were provided. The interim findings of this study suggest that the core problems relate to lack of staff, poor infrastructure, unavailability of equipment, and negative community attitudes. The Health Systems Trust further concluded (McCoy, 2002:25f.) that many of the difficulties and constraints to full and effective implementation were systemic in nature, and related to the poor functioning of the health care system in general.
Marked differences existed in implementation and uptake rates between provinces and sites. The core of these differences seems to be the large inequities in health care infrastructure within the country.
The study (McCoy, 2002:25f.) The provision of free feeding formula was also felt to have a significant effect on PMTCT interventions in communities (UNICEF, 2003:4) . With regard to Botswana, Shapiro, Lockman, Thior, Stocking, Kebarabetswe, Wester, Peter, Marlink, Essex and Heymann (2003:221) argue that because HIV remains highly stigmatised, women may choose to avoid potential disclosure of their status by feeding according to traditional practices. This might have led to some women in the formula study arm initiating breastfeeding in order to avoid disclosing their HIV status through the use of formula feeding.
Stigma remains a major concern with women not wishing to have their status made public in any way. Thus, the provision of information to pregnant women remains vital, and HIV testing acceptance rates during pregnancy can be increased when women understand the modes of vertical transmission and the role of medication regimens in preventing transmission; believe that prenatal identification of HIV can promote the health of mother and child; and perceive their providers as strongly endorsing testing (Fernandez, Wilson, Ethier, Walter, Gay & Moore, 2000:460) . returned to learn about the results. Of these, 23% tested HIV positive and almost half (46%) got NVP. Table 1 indicates the PMTCT monitoring data for the clinics in 
RESEARCH METHOD
Design and setting
A cross-sectional survey was carried out among preg- 
Ethical consideration
The study was approved by the Rhodes University Eth- 
DATA ANALYSIS
For the closed-ended questions descriptive statistics were calculated using SPSS version 11. To test differences between HIV positive and negative women, the Pearson Chi-Square or t-tests were used. For the openended questions a thematic analysis was used to analyse and interpret the data.
LIMITATIONS
The fact that interviews were conducted by nurses with patients in a health facility may have prompted participants to give a perceived positive response on the questions on satisfaction with health care services. In addition, the study was cross-sectional and thus no causative inferences can be made.
RESULTS
Sample characteristics
From More HIV positive women (87%) than HIV negative women (74%) were living in a traditional African hut (see to the hospital or clinic was to walk, followed by public transport (bus or taxi). Thirty-nine percent of the respondents spend up to 30 minutes to get to the clinic, 26% up to an hour and another 36% more than one hour. From those participants who used transport to the clinic most used less than five Rand, followed by five to six Rand and seven to ten Rand. The money used for transport to the clinic was in most cases taken from parents or grandparents, followed by the husband/ boyfriend, other relatives and self. Less than half of the
EVALUATION OF PMTCT
As indicated by Table 4 more than 90% of the participants felt that they had received adequate information on most of the PMTCT components such as HIV testing, counselling, confidentiality, Nevirapine dosage, feeding options and disclosure of HIV status to spouse.
Items which were not sufficiently addressed during PMTCT were, in descending order: (1) advantages and disadvantages of disclosure of HIV status (29%), (2) disclosure of HIV status to family (27%), (3) transmission of HIV through breast milk (18%), HIV prevention (11%), and HIV/AIDS related illnesses (11%) (see Table   4 on page 36).
About 90% of all participants were satisfied with the HIV counselling they had received as evidenced by the information provided regarding, having felt understood by the counsellor, having had an opportunity to express their concerns, and their privacy having been considered during the session. Most (87%) of the participants also indicated that they wanted more time with the counsellor (see Table 5 on page 37).
Most women considered the health care staff as friendly (66.5%) or very friendly (24.9%), while some (7.6%) evaluated them as unfriendly and 2 (1.1%) as very unfriendly.
Support during pregnancy and in the community
Most women (54%) felt they would have support during their pregnancy from their mothers, followed by their husbands/partners (50%), other family members (19%), mothers-in-law (13%) and health workers (8%). Onefifth of the pregnant women indicated having knowledge of a PMTCT support group (see Table 6 on page 37).
Delivery and feeding of the baby
Most pregnant women (92%) prefer to give birth in hospital while 8% prefer to deliver at home, mostly with the assistance of a TBA. In case of complications during delivery 9% would consult the TBA and 91% the hospital.
RESULTS TO OPEN-ENDED QUESTIONS
Responses from the open-ended questions are presented according to the questions as follows:
Would you return to the same clinic for similar ser- for HIV negative women (84%) though 27% of the HIV positive women were also planning on doing so (see Table 7 on page 38). The optimistic attitude from the HIV+ women might indicate a generally supportive approach from clinic staff and a non-discriminatory attitude.
Improvement of services for pregnant women
The major concern of participants regarding the service rendered was adequacy of nursing staff. It was also indicated that a doctor is needed at the clinics, even if only twice a week. These requests were noted in two ways, firstly the women wanted the extended waiting times reduced and some of the women felt that they needed more care and attention. The need for ambulances in case of emergencies was also raised. 
Community attitudes towards people living with HIV/AIDS (PLWHAs)
The dominant response of the pregnant women was 
Repeat of VCT
Finally, participants were asked whether, should they become pregnant again, they would be willing to participate in the VCT programme again. Both HIV negative and HIV positive women answered this question, though it was meant primarily for the former group. Seven (12.%) of the HIV positive women said "no", mostly as they knew their status and had decided not to have another child. All of the HIV negative women said "yes".
The main reasons, given by the HIV negative women, for willingness to do VCT were that they needed advice from health workers about feeding methods, to monitor the health and well-being of their babies from birth, and to be sure of their status; so that if they are found to be HIV positive they can get help immediately from the 
DISCUSSION
The utilisation of PMTCT (the acceptance of antiretroviral therapy to HIV positive women, facility-based delivery where improved obstetric practices can be used, and ART for mother and newborn can be supervised, and adherence to "take-home" ART for mother and newborn when given to HIV positive women at ANC), can be attributed to factors such as: (1) HIV counselling by the health care staff, (2) physical access to the health facility, (3) family and community support, (4) stigma, (5) delivery preference, and (6) infant feeding preferences.
HIV counselling by health care staff
The evaluations of the PMTCT services in the clinics appear fairly positive. Almost 100% of women felt the counselling was excellent and that they received adequate information on all aspects of PMTCT. Many would have liked more time with the counsellor. More than 90% felt that the staff was friendly. This was born out by all the participants agreeing that if they were in the same situation they would come back to the clinic for the same services. Earlier research and observation seemed to generally support these positive attitudes, and that the majority of the counsellors had the necessary repertoire of skills (Maluleke, 2003:15f.) .
Physical access to health facility
The clinic structures and health services themselves received more criticism, with virtually all clients feeling that the clinics are understaffed. This led to excessive waiting times, which are rendered uncomfortable by the cold boring waiting rooms. Access to health facilities is a problem, especially as regards transport during emergencies. With a geographically dispersed community it is generally difficult to get to the clinics even during the day. More than one-third of the sample spent more than one hour to get to the nearest clinic. There is very little public transport, and emergency transport is difficult to contact.
Family and community support
Half of the participants acknowledged family support during pregnancy to include their mother and husband or partner. Volunteers were seen as useful, although there appeared to be uncertainty surrounding them.
Many claimed not to have met volunteers or to have heard of them. It is likely that, due to small numbers, the influence of volunteers' contribution is not widely known of. Those who did know about volunteers spoke highly of the services they provide. MTCT (Moore, 2003:27) .
Stigma
Infant feeding preferences
Two-thirds of the HIV positive women would feed their baby with formula milk only. Breast and formula feeding is the most preferred methods of feeding babies for HIV negative women (84%), though, 27% of the HIV positive women were also planning to do so. Lack of access to tap water would also make it more difficult to do formula feeding. Transmission of human immunodeficiency virus type 1 (HIV-1) through breastfeeding has been conclusively demonstrated. The risk of such transmission has been quantified, the timing has been clarified, and certain risk factors for breastfeeding transmission have been identified. In areas where infant formula is accessible, affordable, safe, and sustainable, avoidance of breastfeeding has represented one of the main components of mother-to-child HIV-1 transmission prevention efforts for many years. In areas where affordable and safe alternatives to breastfeeding may not be available, interventions to prevent breastfeeding transmission are being investigated (Read, 2003 .
CONCLUSION AND RECOMMENDA-TIONS
In this study regarding the resource poor rural setting in the Eastern Cape Province of South Africa the final recommendations are made.
Health care staff should provide quality HIV counselling and undergo refresher courses on PMTCT.
Physical access to health facilities, especially for delivery, should be improved by for example, providing refunds for bus fares to get to the clinic and communication access should be improved to call for ambulance services.
Family and community support should be improved for
PLWHAs by, for example, peer support groups and training of community counsellors, Stigma in health care settings and the community needs should be recognised and addressed by PMTCT programme managers by, for example, fostering couple and community discussion on HIV and by normalising HIV counselling, testing and care.
Pregnant women should be encouraged to deliver with skilled birth attendants and traditional birth attendants should be trained on safe delivery and HIV and ART.
Infant feeding counselling needs to be improved and access to potable water for formula feeding should be made available.
